His CXR was normal and echocardiography revealed no underlying heart disease. Persistently maintained oxygen saturation (SpO2) above 90% range ruled out secondary polycythemia indirectly as well. Due to inadequate facility in the ward, his oxygen saturation was measured in the OR where pulse oxymetry machine is available.
Discussion:
While approaching a patient with abdominal pain in a medicine ward, one needs to be very cautious, especially while working in a setting where adequate investigation facilities are not present. There is no substitution for careful history taking and meticulous and thorough clinical examination. Although medial causes do not account for more than 5 % of all abdominal pains, correct diagnosis is only reached by only those who are looking for a clue in all body systems, especially outside the abdomen. 4 Diagnosis of polycythaemia vera is largely based on parameters set by polycythaemia study group (PVSG). It can be established if the following criteria are met : 5 But there are many controversies regarding these criteria. But the cornerstone of diagnosis is excluding the diagnosis of familial and secondary forms of polycythemia and thrombocytosis. Serum Epo assays are useful in the initial evaluation of erythrocytosis, particularly when related to simultaneous hemoglobin/ hematocrit determinations. Although PV remains a diagnostic possibility in the presence of low or normal serum Epo levels, erythrocytosis associated with increased Epo levels is usually due to secondary causes. Low Epo levels can also be seen in ET. Initial experience indicates that mutation screening for JAK2-V617F can accurately distinguish between PV and secondary polycythemias. 6-9 A1 + A2 + A3 orA1 + A2 + any two from category B
In our patient, many of the criteria of polycythaemia were fulfilled. Due to lack of diagnostic facility, we could not go for the complex laboratory testing. The interesting fact was patient fled the hospital when he was told about the treatment modalities, especially venesection probably out of fear.
But his mode of presentation makes this case unique and very interesting. Many medical conditions have been discussed as causative factor for abdominal pain in adults. They have been described under broad headings such as referred abdominal pain from heart such as myocarditis , endocarditis ,congestive heart failure, myocardial ischaemia and infarction. Respiratory causes such as pneumonia, pneumonitis, pulmonary, embolism and infarction can also cause abdominal pain.
Metabolic and endocrine causes such as ketoacidosis (diabetic and alcoholic), acute adrenal insufficiency, uraemia, hyperthyroidism, porphyria hyperparathyroidism/ hypercalcaemia, narcotic withdrawal. Even heat stroke, psychiatric disorders abdominal wall spasm/haematoma can cause abdominal pain. Many haematological cause such as sickle cell anaemia, haemolytic anaemia, Henoch-Schönlein purpura, acute leukaemia and polycythaemia rubra vera can also cause abdominal pain. 10, 11 various neurological causes and even toxins can cause cause abdominal pain.
Our patients recurrent abdominal pain led him to various physicians where medical cause was overlooked. The underlying mechanism for abdominal pain in polycythaemia has been attributed mostly to hyperviscosity syndrome but it has also been argued due to coagulopathies as well. 4 It has been proved that qualitative platelet defect is present in polycythaemia contributed to various factors such as thrombocytosis, loss of VWF. 12 Circulating, bone marrow hematopoietic stem cell-derived endothelial progenitors can home to areas of vascular injury or ischemia and repopulate the intimal surfaces of the vessel wall as differentiated endothelial cells. TPO and JAK2 mutations may also be responsible for increased platelet aggregation. The above mentioned factors might have been the underlying cause of the recurrent ulcers in our patient. [13] [14] [15] Though the polycythaemia itself is not usually seen as an underlying cause of peptic ulceration or a common cause of abdominal pain, it must be kept in mind. This association is a rare finding and has not been reported earlier to the best of our knowledge.
It has been seen that the diagnostic accuracy of physicians assessing abdominal pain using clinical signs and symptoms and preliminary investigations is not very good . When preliminary and final diagnoses are compared, clinical accuracy has been reported to be 50-65% overall, and as low as 30% in the elderly. 16, 17 So, as physicians we must keep an open mind, and remain suspicious even when there is no reason to be so.
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